were neonates (OR, 0.75; 95% CI, 0.60-0.93; P = .01). Lower odds of readmission in neonates was likely because length of stay was often longer than 30 days.
American College of Surgeons National Surgical Quality Improvement
Program -Pediatrics Data User Guide. 2013. https://www.facs.org/~/media/files /quality%20programs/nsqip/acs_nsqip_puf_user_guide_2013.ashx. Accessed September 8, 2016. 
Rapid Retriage of Critically Injured Trauma Patients
Critically injured patients presenting to nontrauma hospitals require timely transfer to trauma centers 1,2 ; however, the transfer process varies and differences in outcomes for patients from trauma centers are unknown. We evaluated regional trauma outcomes after the local Emergency Medicine System implementation of policies that allow the expedited transfer of critically injured trauma patients or "rapid retriage" from nontrauma hospitals to trauma centers. After recognizing that a patient has critical traumatic injuries, emergency department (ED) physicians at a nontrauma hospital were given the ability to call 9-1-1 to retriage the patient to an associated trauma center with an unconditional acceptance, bypassing the standard transfer process. This study sought to determine differences in outcomes among (1) critically injured ED trauma transfer patients, (2) noncritically injured ED trauma transfer patients, and (3) critically injured trauma patients presenting directly to a trauma center within a regional trauma system. We hypothesized that improved outcomes for critically injured ED trauma transfer patients would be correlated with decreased transfer times and mechanism of penetrating injury.
Methods | This retrospective observational study used a quality improvement database compiled from all 12 trauma registries within the San Francisco Bay Area from January 1, 2013, to December 31, 2015. All trauma patients initially evaluated at a trauma center or transferred from a nontrauma hospital ED to a trauma center within the region were included (N = 49 438). Patients were categorized as (1) critically injured ED trauma transfer patients, (2) noncritically injured ED trauma transfer patients, and (3) critically injured trauma patients presenting directly to a trauma center. The triage criteria used to identify critically injured trauma patients were predefined as hypotension; a field Glasgow Coma Scale score less than 9 (score range: 3-15, with higher scores indicating better function); head injury with a dilated pupil; penetrating wound to the head, neck, back, thorax, or abdomen; open head wound; cardiac or respiratory distress; and the need for transfusion. The patient characteristics of Injury Severity Score (ISS) and mechanism of injury were reported. Primary outcomes were total transfer time and mortality. Secondary outcomes included time at a nontrauma hospital, interhospital transport time, admission rate, and trauma center length of stay. This study was deemed exempt by the Stanford Institutional Review Board because it was a quality improvement evaluation of data collected by trauma registrars for their institutional trauma registries. Thus, it did not meet the definition of human subject research.
Results | Of the 49 438 patient records, 10 289 (20.8%) met the inclusion criteria (Table 1) ; of these 10 289 patients, 586 (5.7%) were critical ED trauma transfers. Compared with noncritically injured ED trauma transfer patients and critically injured trauma patients presenting directly to a trauma center, the critically injured ED trauma transfer patients had a higher median (interquartile range [IQR]) ISS of 13 (5-22) vs 9 (4-13) for the noncritically injured ED trauma transfer patients and 10 (3-25) for the critically injured trauma patients presenting directly to a trauma center. Critically injured ED trauma transfer patients also had a longer median (IQR) hospital length of stay: 5 (2-10) vs 3 (2-6) days for the noncritically injured ED trauma transfer patients and 4 (1-10) days for the critically injured trauma patients presenting directly to a trauma center. Mortality rate was similar among critically injured ED trauma transfer patients and those who presented directly to a trauma center: 16.6% (92 of 553 deaths) and 19.0% (1066 of 5598 deaths). However, critically injured ED trauma transfer patients who died spent more time at nontrauma hospitals than those who survived (143 vs 125 minutes).
Of 586 critically injured ED trauma transfer patients in whom the mechanism of injury was identified, 301 (51.4%) had blunt injuries and 285 (48.6%) had penetrating injuries. The patients with blunt injuries had a higher median (IQR) ISS (17 [10-26] vs 9 [2-16]; P < .001), higher mortality rate (23.5% vs 9.6%; P < .001), and longer median (IQR) time at a non- Table 2) .
Discussion | Through this quality improvement process, we found that the rapid retriage protocol identified critically injured patients at higher risk for poor outcomes who could benefit from the use of rapid retriage. For critically injured ED trauma transfer patients who died, especially those with blunt trauma rather than penetrating trauma, increased time at a nontrauma hospital prior to transfer could have contributed to the higher mortality rate. In California's exclusive trauma system, data for patients cared for in nontrauma hospitals are not systematically available, even for patients transferred to a trauma center. In this study, we identified important clinical data elements that are not routinely obtained from referring nontrauma hospitals. A regional trauma center committee is using this information to create a consensus-based trauma transfer performance improvement page within each site's current trauma registry. This would enable the recording of data necessary to understand the emergency transfer process to improve the care for this vulnerable critically injured population.
Emergency Medical Services Response Times in Rural, Suburban, and Urban Areas
Emergency medical service (EMS) personnel in the United States respond to an estimated 37 million 911 calls annually, providing care to the sick and injured, but the initial link in the chain of survival includes family, friends, and bystanders. 1 A collaborative effort between emergency care and emergency management experts within the US government recently led to the development of a public education campaign titled Until Help Arrives (https://community.fema.gov/until-help -arrives). Spearheaded by the US Departments of Homeland Security, Defense, and Health & Human Services, this initiative seeks to empower laypersons to provide care to the ill and injured until EMS personnel arrive. While there is an unavoidable delay between a 911 call and EMS arrival, to our knowledge, no current published data exist to quantify these time frames. This study seeks to describe the interval between receipt of a 911 call and the arrival of the first EMS unit on the scene of a reported emergency in the United States.
Methods | We reviewed deidentified EMS records from calendar year 2015 from 485 EMS agencies distributed throughout the United States (ESO Solutions). Encounters were distributed geographically throughout the country and were classified, based on the 2014 US Census Bureau categorization of the originating zip code, as rural (population <2500), urban (urbanized centers, population >50 000), or suburban (urban clusters, population 2500-50 000).
2
Only emergency (911) prehospital encounters were included. We excluded patient transfers, encounters coded as aborted encounter, and all encounters with arrival times 120 minutes or longer or transport times 180 minutes or longer (as these outliers were not representative of the general EMS experience). One author (B.H.) examined the data for obvious errors and outliers, and corrected data errors resulting from the use of a 12-hour AM/PM clock. All other data entry errors Editorial page 909 
